We describe the management of a patient with agoraphobia who required conscious sedation postoperatively following a combined general anaesthetic and regional anaesthetic technique for abdominal hysterectomy.
Agoraphobia is a fear of public places and is widespread in the general population. Blood and needle phobias are well described and may exist in 5OJo of the populationl,2. A case report of dental phobia leading to prolonged recovery following general anaesthesia demonstrates an anaesthetic complication of phobias l .
It is not always possible to treat a phobic disorder prior to elective surgery. The anaesthetist needs to accommodate unusual demands by the patient for elective surgery to proceed. In this case report, the patient was unable to enter a lift without developing severe panic-like symptoms. Anaesthetic intervention was required for postoperative transfer to the ward.
CASE HISTORY
A 50-year-old woman with a history of menorrhagia was admitted for total abdominal hysterectomy. She gave a two-year history of gynaecological symptoms for which she was under the care of a gynaecologist at a public clinic. She gave a history of phobia for which she had never received psychiatric treatment or medication. She did attend a psychologist's clinic.
At the preoperative assessment on the night prior to surgery, she was found to be in good health. She had previous anaesthesia twice for dilatation and curettage, and a colposcopy. Her medication was medroxyprogesterone acetate 50 mg daily for twelve days of each month. She stated an allergy to non-steroidal antiinflammatory drugs (NSAID), dextropropoxyphene, paracetamol and sulfa drugs which was described as vomiting, but no generalized systemic effect. This was taken to be a normal side-effect and not a drug allergy.
The preoperative investigations were normal with a haemoglobin of 138 g/l.
Her psychological problem involved a fear of elevators, aeroplanes and open spaces. She had previously been unable to drive over bridges, ride on escalators and had been accompanied by her husband for journeys out of the house. She expressed concern about her ability to be transported in a lift.
The anaesthetic technique was discussed with the patient who agreed to a combined spinal and general anaesthetic technique. Postoperative pain relief was to be patient-controlled analgesia (PCA) morphine. The patient agreed to walking herself to the operating theatre on the day of surgery. She received a premedication of midazolam 15 mg orally at the preanaesthetic care unit holding bay.
At induction she was responsive but well sedated. General anaesthesia was induced and a spinal anaesthetic administered. The operation was uneventful. She required one dose of ephedrine 6 mg IV and received a single dose of diclofenac 100 mg and paracetamol 1 g rectally following induction. This had been agreed to by her preoperatively as it was felt that the benefit of postoperative pain relief outweighed the risk of possible vomiting.
In recovery the patient was found to be alert, calm and pain-free. A patient controlled analgesic (PCA) morphine infusion was attached, although no dose was required prior to return to the ward. To effect the transfer of the patient by an elevator to the ward, she was sedated with propofol and given supplementary oxygen. Monitoring was in accordance with ANZCA guidelines 4 • Facilities for intubation and ventilation were transported with her. A recovery nurse accompanied the patient to the ward. On the ward she had no memory of the elevator transport and recovery was uneventful.
DISCUSSION
The DSM IIIR (Diagnostic and Statistical Manual of Mental Disorders) classifies the anxiety disorders according to the primary symptom. Phobias are classified into agoraphobia, single phobia or social phobia. Agoraphobia is the fear of being alone in public places. It is closely associated with a panic attack. It may be that having a panic attack in a situation such as a public place leads to fear of the situation, e.g. elevators and escalators. Panic disorders respond to antidepressant medication, which suggests a biological cause. There is an association of panic attack and mitral valve prolapse. Agoraphobia has a lifetime prevalence of 0.6070 and two-thirds of agoraphobics have panic disorders. It occurs in adults and is more common in women s .
It is important to be aware of organic causes for psychiatric conditions and, in particular, drug addiction, drug withdrawal, cardiovascular disease such as ischaemic heart disease and dysrhythmias, endocrine and neurological disorders such as complex partial seizures". The psychiatric differential diagnosis includes depression, schizophrenia, personality disorders and factitious disorders among others.
Management of agoraphobia requires treatment with behaviour therapy and medications. Medication may involve antidepressant therapy with monoamine oxidase inhibitors (MAOI), tricyclic antidepressants (TCA), and selective serotonin reuptake inhibitors (SSRI) for control of panic attack symptoms. Benzodiazepines and other anxiolytics have been used for containment of symptoms.
In this patient there was no access to her previous psychological records for the diagnosis and treatment of her phobia. We relied on her own description of the problems. The preoperative examination and haematological investigations eliminated some common organic causes of anxiety. Treatment of phobia requires time, psychotherapy and medication. It may not be successful. On this basis we felt it unreasonable to cancel her surgery to seek further information on, or treatment for, her phobia.
The premedication provided a calm, but coherent patient for induction and the sedative effects were minimal by the end of the recovery stay. A spinal anaesthetic was used to provide a better quality of analgesia in the immediate postoperative period. The transition from regional to PCA analgesia may require a single morphine bolus of 5 mg intravenously in the first few hours postoperatively. This patient did not require an extra bolus above her use of PCA morphine. Good analgesia contributed to a calm mental state, her morphine requirements were low and she was unsedated on the ward from the PCA use.
The management of a phobic patient requesting elective surgery begins at the booking-in clinic. At this Anaesthesia and Intensive Care. Vol. 23. No. 2. April. 1995 time it is possible to involve a liaison psychiatrist or to delay surgery while treatment for the problem is sought. Many patients would not wish to delay surgery once the opportunity had been presented. This means that the anaesthetist has to find simple solutions to overcome the problems of the phobic patient. Adequate premedication to provide a rousable but sedated patient is valuable in this situation. Managing the patient postoperatively on the same level as the operating theatres would remove the necessity for transfer in the lift. This depends on the topography of the hospital.
Whilst it might be argued that midazolam, a potent short-acting benzodiazepine, would have been a suitable choice of agent for sedation and control of symptoms, transferring a conscious sedated patient in the postoperative period carries a number of risks and so a short-acting agent is safer than leaving a sedated patient on the ward. Propofol with its shorter duration and recovery characteristics is a better choice than other agents. Good rapport between the patient and the anaesthetist preoperatively and postoperatively, and between patient and nursing staff also contributes to preventing anxiety episodes.
The choice of anaesthetic technique should be discussed with the patient as always and a regional technique or combination may provide better quality analgesia with less sedation. If transfer between areas requires anaesthetic intervention, it should be performed following adequate safety guidelines as indicated by the College".
The presence of phobic problems in surgical patients should be considered at the clinic appointment and appropriate management initiated.
